Quality problem or issue: In 2013, 'National Safety and Quality Health Service Standards' accreditation became mandatory for most health care services in Australia. Developing and maintaining accreditation education is challenging for health care services, particularly those in regional and rural settings. With accreditation imminent, there was a need to support health care services through the process. Initial assessment: A needs analysis identified limited availability of open access online resources for national accreditation education. Choice of solution: A standardized set of online accreditation education resources was the agreed solution to assist regional and rural health care services meet compulsory requirements. Implementation: Education resources were developed over 3 months with project planning, implementation and assessment based on a program logic model. Evaluation: Resource evaluation was undertaken after the first 3 months of resource availability to establish initial usage and stakeholder perceptions. From 1 January 2015 to 31 March 2015, resource usage was 20 272, comprising 12 989 downloads, 3594 course completions and 3689 page views. Focus groups were conducted at two rural and one metropolitan hospital (n = 16), with rural hospitals reporting more benefits. Main user-based recommendations for future resource development were automatic access to customizable versions, ensuring suitability to intended audience, consistency between resource content and assessment tasks and availability of short and long length versions to meet differing users' needs. Lessons learned: Further accreditation education resource development should continue to be collaborative, consider longer development timeframes and user-based recommendations.
Quality problem or issue
Health care service accreditation is intended to drive performance improvement with the application of standards and feedback [1] . It is a process where health care services' clinical and governance portfolios are externally audited against quality and safety standards. Despite systematic reviews of accreditation reporting mixed outcomes [2] [3] [4] [5] , mandatory accreditation is now increasingly widespread in the global health care industry.
The development and maintenance of accreditation programs challenges many health care services with increased workload, insufficient training, resources, budgetary cuts and high expenditure identified as weaknesses and threats to completing accreditation [6] . Regional and rural health care services may be particularly disadvantaged as hospital size, case mix, ownership and cost influence accreditation non-participation in rural settings [7] . Additionally, resources to support accreditation often represent an extra cost burden for health care services. A recent review estimated accreditation costs between 0.2 and 1.7% of total expenses per annum when averaged over a typical 3-year accreditation cycle [8] .
The Australian Commission on Safety and Quality in Health Care (ACSQHC) was formed to lead and coordinate national safety and quality improvement in health care, later becoming an independent statutory authority of the Australian Government in 2011 [9] . The Commission is accountable to the Minister for Health and Australian parliament for quality and safety key priorities and work plans in health care. The ACSQHC, along with community participation and stakeholder collaboration, developed ten National Safety and Quality Health Service Standards (NSQHSS) ( Table 1) [10] , which were endorsed by Australian Health Ministers.
In 2013, the NSQHSS were made mandatory for the majority of health care services in Australia [11] . Prior to this, Australian public hospitals in regional and remote areas had lower accreditation rates (inner regional to very remote areas 87-70%, respectively) compared with major cities (99%) [12] . Therefore with accreditation imminent, there was a need to support regional and rural public hospitals through the accreditation process.
The purpose of this paper is to discuss the initial assessment, development, implementation and evaluation of online accreditation education resources for health care services developed through a collaborative partnership in Victoria, Australia. To our knowledge, this is the first case study reporting of such a partnership and the lessons learnt.
Initial assessment
In 2013, the Victorian Department of Health and Human Services (DHHS) identified a need for accreditation education resources for regional and rural centres. A needs analysis identified limited availability of open access online resources for NSQHSS accreditation education as there were only guidelines provided by agencies undertaking accreditation surveys [13] and ACSQHC resources [14] .
Choice of solution
It was agreed that the provision of a standardized set of online accreditation education resources was required to assist regional and rural health care services to meet compulsory requirements. This was directed towards Victorian health care services but could be shared nationally.
Implementation

Project planning
Planning, implementation and assessment of the project was based on a program logic model [15] . Three months (September 2013-December 2013) were allocated to resource development due to impending accreditation review timelines.
Governance
The project was governed by two committees: A Project Steering Committee (PSC) and Project Working Group (PWG). The PSC was established to coordinate planning, governance, development, dissemination and evaluation (Fig. 1 ). They were responsible for project oversight, ensuring consistency of content with project deliverables and education requirements for all standards, recommending resources for endorsement, management of risks and timelines and assessing requests for changes. Membership was representative of clinicians, consumer, quality, safety, risk management, education, clinical governance and DHHS. The PWG was responsible for carrying out tasks under the guidance of the PSC.
Content development and dissemination
Content development initially involved mapping the education requirements of each NSQHSS (Fig. 1) . The Hospital Accreditation Workbook [11] was utilized as it outlined the key steps in the accreditation process and provided examples of education as 'levels of evidence'. The workbook designated 'core' actions critical for safety and quality and 'developmental' actions describing where hospitals should focus future attention to improve safety and quality.
The PSC reviewed existing Victorian hospital accreditation resources and reported to the PWG regarding the quality and availability of these existing resources. The PWG adapted existing resources and generated new content in a generic and evidencebased format. The intended audience for the education resources were clinical and non-clinical health care service staff.
Developing a single set of resources for multiples locations requires a degree of standardization. The resources were reviewed by 37 content experts, representative of 24 organizations, allocated to one or more standard. Content was also reviewed by the DHHS along with representatives from the following sectors: university, public community health, risk management, independent not-for profit, independent consultancy and health consumer organizations.
Feedback was received on 64 occasions. Approximately 75% of feedback was completely incorporated and informed the final content of the modules. Feedback was not incorporated if it lacked relevance and conflicted with agreed style and language. Where suggested feedback was not incorporated, verbal or email discussions with the stakeholder occurred. The completion of content was reviewed by the PSC with sign off from the DHHS.
Each accreditation standard featured one or more education module(s) ( Table 1) . Education resources were developed in several formats: Microsoft Word, web-based ('Articulate software') and for organization's Learning Management Systems (LMS) ('Articulate software in SCORM format'). Word formats were downloadable, which enabled editing and customization to local organization, style and branding. Web-based and LMS content featured video playable files that were suitable for all modern web browsers. While Word format included paper-based quizzes and assessment, LMS featured assessment content with supported tracking of assessment completion. Web-based was the only format where no assessment content was included. There was also the option to request customizable articulate versions of the resources from the DHHS.
Education resources were formally available from January 2015 from the DHHS [16] , Grampians Regional Health Collaborative (GRHC) [17] and the Regional Health Service eLearning Network (ReHSeN) websites [18] .
Evaluation plan
Ethical approval was obtained.
Evaluation of the online accreditation resources occurred over the first 3 months of release to capture initial uptake of resources across the three websites and stakeholder perceptions.
Focus groups were conducted across three sites that had used the resources: a metropolitan public hospital and two rural public hospitals. Although resources were developed mainly for regional and rural health care services, a metropolitan site was invited to participate given that the resources were accessible to all health care services. Participants were asked semi-structured questions examining benefits, weaknesses and recommendations for online accreditation resource enhancement. All focus groups were voice-recorded and transcribed verbatim. A thematic analysis [19] was conducted, which examined common, reoccurring content that were categorized into themes. Two data analysts (A.P.-S. and L.B.) independently examined interview transcripts manually. The process involved data immersion, examination of meaningful phrases and the formation of themes that were agreed between analysts.
Evaluation
Resource usage
In the first 3 months, resource usage was 20 272, comprising 12 989 downloads from GRHC, 3594 course completions from ReHSeN and 3689 page views from the DHHS website. Figure 2 demonstrates breakdown by online resource and source. The most downloaded format of online resource from the GRHC website was web-based (n = 5580), followed by LMS (n = 5107) and Word (n = 2302).
Stakeholder focus groups
Sixteen stakeholders participated in three focus groups having accessed Word, web-based and the LMS formats. Participants were broadly classified into the following disciplines: education (n = 5), administrative (n = 2), clinical (n = 3) and management (n = 6).
Themes were categorized into five areas: useability of resources, resource content, organizational variation across and within health care services, staff engagement with resources and education design, which informed a set of user-based recommendations.
Useability of resources
The majority of participants remarked that resources were easy to use, as one participant stated '…it's easy to flick between what you're working on, and those resources and I think they're really good' (Rural group 1, Participant 1). Another participant commented on the clarity of the resources '…the online resources, I've done just recently, I found them to be quite easily understood, quite clear, quite concise' (Rural group 1, Participant 4) .
The resources were acknowledged by participants as having adaptability and flexibility to enable customizability for organizational purposes; one participant commented '…they are customizable to a certain degree… We have significantly customized it' (Metro group, Participant 2). A rural participant stated 'I have uploaded it on to our system…all the ones that come under Standard 1…all the staff need to do is put them into one course' (Rural group 1, Participant 5).
The ability to access the resources and restrictions was mentioned as one participant exclaimed 'The learning management one, you have to contact somebody in order to get [it]…and [I'm] not sure if there is any particular reason for that' (Rural group 1, participant 3). In contrast, this was less of an issue for another site, which stated 'I think that was easy. It said if you would like [a] 
Resource content
The majority of participants felt resources were accurate 'so well supported by the evidence. There is really no opportunity for somebody to go 'why is this so?' because your references are so clear, your objectives are really clear' (Rural group 1, Participant 3). Though another participant noted minor inconsistencies that were quickly amended '…within a week we had corrections made at a state level so the online learning module had been amended and the packages were resent' (Rural group 2, Participant 4).
Participants spoke about the relevance of the content, some having suggestions related to the intended audience, as a rural participant stated 'In the stuff to do with Standard 1 because it is so relevant to everybody I think it would be really nice to put some non-clinical examples' (Rural group 1, Participant 2). Another participant mentioned '…the tone of the packages is very quality… we've changed the language to try and make it directly applicable to clinical situations' (Metro group, Participant 4).
Assessments tasks at the end of the learning packages were a consistent topic of conversation among participants, with some commenting on the level of difficulty '…the multiple choice questions at the end you can do very easily without reading the package. The answers are all obvious within the question…' (Metro group, Participant 2). Another queried the content in assessment tasks 'Some of the questions… are "what legislation does this fall under?".. I don't see the importance of that sort of thing to recall…The question should focus more on "who do you report to" or "when do you report?"' (Rural group 2, Participant 2). The same participant felt there were discrepancies between content and assessment, as they stated '…Some of those test questions, [I] wasn't really confident they reflected the content in the package' (Rural group 2, Participant 2). Another participant also felt more clarity was required 'in the notes it did talk about assessment…but the question wasn't really clear at the end of the assessment' (Rural group 1, Participant 4).
Organizational variation across and within health care services Participants spoke about how differences across health services impact accreditation education and resource usage. A rural participant stated 'Obviously it's up to user discretion; some stuff in there is not always exactly relevant for a different organisation' (Rural group 1, Participant 4). A metropolitan participant commented 'We had to concentrate really carefully on what our key three or four messages were that we wanted everyone to walk away from, every organisation will be different' (Metro group, Participant 3).
Both rural sites spoke about their difficulties with accreditation education and the benefits of online resource availability '…for a small rural health service the requirements for education for the national standards are huge for us to pull all of that out of thin air. Having them available to use that we can tweak makes it possible' (Rural group 1, Participant 1). The other rural site shared a similar sentiment '…as a small health organisation we don't have a lot of resources to develop this sort of material. Big organizations have whole education departments…' (Rural group 2, Participant 3).
Organizations acknowledged that even within health care services, the needs and use of resources were different '…team leaders, Nurse Unit Managers, essential leader people, most of our middle managers suggested they do the online version. But the direct care staff that sit under the lower management level do the word based version.' (Rural group 2, Participant 5). The metropolitan site commented 'in this institution there is no way that doctors will sit down and do 10 packages..' (Metro group, Participant 3). Staff engagement with resources The impact of resources on staff workload was also discussed as one participant commented 'I think the time factor is a big one….in particular, nursing wise, it impacts so much on your time and there's such a large list you have to do now' (Rural group 2, Participant 1). Another participant suggested 'having a real indication of expected [learning package] timing to put aside to do it would be beneficial' (Rural group 1, Participant 5) . The metropolitan site stated 'The modified one…was assigned to staff across the board. They can complete it in their own time. It's very costly for staff to do the training' (Metro group, Participant 4).
Participants felt that staff preferences and learner needs impacted engagement, as '…not everyone has access to online…some are more comfortable with a hard copy, they can look through, take home' (Rural group 1, Participant 3) . It was also recognized that '… people learn in different ways. Online learning isn't always going to work for everybody' (Rural group 2, Participant, 2).
Education design
There was mixed opinion in the length and detail of the resources as one participant stated 'I don't think any of the content is too cumbersome for one module…They cover all the important things without overloading you' (Rural group 1, Participant 2). Another participant however felt '…it seemed to be disproportionate [and] but lengthy compared with the standards. Those standards are quite small really; the packages are quite big' (Metro group, Participant 5).
A participant commented positively on the resource format 'I think there are really good tools, really like the symbols, the format was really good' (Rural group 1, Participant 3). Although another participant stated '…the content is amazing but it's not in the format we would have a learner learn independently' (Metro group, Participant 2).
User-based recommendations for future resource development: 
Lessons learnt
Meeting mandatory health care service accreditation requirements is challenging for health care services, especially regional and rural public facilities where ancillary resources are typically smaller. This paper described the development of online accreditation education resources for health care services developed through a collaborative Victorian-based partnership in Australia.
The timeline for the development of the education resources was 3 months due to the urgency of mandatory hospital accreditation. The project was delayed due to timeliness in obtaining feedback and waiting for agreement of content changes. Further education resource development should consider longer development timeframes, allowing sufficient time for the content review and agreement process. Additionally, resources were disseminated more than a year after development completion due to organizational and governmental changes.
Despite the delay in dissemination, the GRHC website had the highest usage. This website was open access (i.e. no password required), which may have enticed users to retrieve the readily available resources. Both web-based and LMS were more widely used formats than Word, indicating that these formats were preferred by health care services.
It is possible that resource usage data may have captured single users accessing multiple times on the DHHS and GRHC websites. Use of password protected log-in functionality on these websites may have provided an avenue to identify single users for evaluation of initial resource usage. This may have also been beneficial to capture user demographics, i.e. 'who' was accessing the website in terms of service provider (public versus private) and geographical location (rural versus metropolitan). This approach however was considered onerous and potentially deterring to users. Projects developing online education resources should therefore consider the compromise between user access and capturing data for evaluation.
All stakeholders in focus groups were experienced resource users and from a variety of disciplines representative of the intended audience, clinical and non-clinical staff. Health care services commented positively on the ability to adapt content and utilize it in their organization's preferred manner. In general, rural health care services tended to provide more positive feedback of the resources than the metropolitan site. This may be explained by geographical, organizational and functional differences between services. In Australia, there is marked heterogeneity in service provision and operational size in the public health care sector, where regional and rural hospitals are predominantly smaller acute facilities with emergency services compared with larger health care services in major cities [20] . Additionally, rural and regional areas experience workforce shortages with lower per capita ratio of nurses and general practitioners to population compared with major cities [21] . This explains why rural sites viewed the online resources more favourably and supports their claims that it would have been challenging for them to produce the resources independently. Despite these differences, a succinct list of user-based recommendations were derived from the analysis.
Conclusion
This was the first development and evaluation of online accreditation education resources established through a collaborative partnership in Victoria. Further accreditation education resource development should continue to be collaborative, allowing sufficient time for content development and feedback. Lessons learnt from user-based recommendations may inform future online accreditation education resource development.
